blood-stained fluid. X-ray of skull: Pineal gland displaced to the left. Right carotid angiogram: A-P views, displacement of the anterior cerebral artery to the left and elevation of the middle cerebral artery; lateral views, stretching of the carotid "siphon" and upward curving of the middle cerebral artery. After these investigations, her condition deteriorated: there was no response to painful stimuli; both pupils were fixed and dilated; there was Cheyne-Stokes breathing, a rapid irregular pulse, a temperature of 1010 F., flaccidity of all limbs and a positive Babinski sign on both sides.
blood-stained fluid. X-ray of skull: Pineal gland displaced to the left. Right carotid angiogram: A-P views, displacement of the anterior cerebral artery to the left and elevation of the middle cerebral artery; lateral views, stretching of the carotid "siphon" and upward curving of the middle cerebral artery.
After these investigations, her condition deteriorated: there was no response to painful stimuli; both pupils were fixed and dilated; there was Cheyne-Stokes breathing, a rapid irregular pulse, a temperature of 1010 F., flaccidity of all limbs and a positive Babinski sign on both sides.
Diagnosis.-Spontaneous haematoma in the right temporal lobe, subarachnoid haemorrhage, and advanced brain-stem compression.
Management.-As she was in extremis, it was decided to produce shrinkage of the brain by cooling and thereby reduce brain-stem compression. Surface cooling by means of ice-bags and fans was used in combination with intravenous injections of pethidine, chlorpromazine and promethazine. The rectal temperature was maintained in the region of 870 F. for thirty-six hours. At the end of this time, the level of consciousness had improved; breathing was regular; the pulse was slower and regular, and the right plantar reflex was normal.
After tracheostomy, the opportunity was seized to elevate a bone flap and evacuate the intracerebral hmmatoma. The temperature was then allowed to rise gradually. A sharp fall in blood pressure was corrected by intravenous injections of hydrocortisone. By 25.6.58 consciousness was fully restored but there was a left hemiparesis, which, however, recovered by the time the patient was discharged from hospital on 21.8.58.
Comment.-This case illustrates an important application of induced hypothermia. By shrinking the brain in this way a very advanced degree of brain-stem compression was improved enough to allow evacuation of the himatoma.
Animal experiments show that during recovery from operations performed during induced hypothermia the secretion of the adrenal cortex is three to four times that following operations performed at normal temperatures (MacPhee et al., 1958) . Adrenal insufficiency was therefore the likely explanation of this patient's hypotension and its response to hydrocortisone. -This 42-year-old man, after scarlet fever at the age of 5, started gaining weight at the rate of about 1 st. per year until he was 18 years old, after which his weight varied between 20 st. and 24 st. Under medical treatment this was reduced to 18 st. This treatment consisted in the provision of an adequate calorie intake obtained almost entirely from protein, which was unrestricted. He was allowed reasonable amounts of fat and fried food was not denied him, for any reasonable person would rather be obese than exist on a fat-free diet. Experience shows that the appetite does not demand much fat if carbohydrate is greatly restricted. His carbohydrate intake was reduced to the lowest practicable level.
He was referred for surgical treatment of his abdominal "apron" and of his gynecomastia, when his weight was 17 st.
It seemed clear that three of the five direct indications for surgery in obesity were present in this case. That is, he had bulky and dependent breasts, a heavy abdominal "apron", and a "lost penis" invaginated in a pre-pubic pad. The fourth indication for surgery in obesity is intertrigo between grossly enlarged thighs, which may be so severe and so otherwise intractable as to render the patient largely bedridden. The fifth indication is lipodystrophy of which the mechanical effects or unsightliness may only respond to surgical excision. Operation (6.11.58, at the Royal Northern Hospital).-The excess fat from each bosom (about 1-2 lb.) was removed and a male contour restored. Under the same anesthetic a radical removal of the abdominal apron was done, preserving the umbilicus. The removal included most of the pre-pubic pad which uncovered the penis.
Healing was relatively uneventful and he was discharged after three weeks.
The total weight of skin and fat removed was about 14 lb. His weight on discharge was 16 st., and at present (three months later) is about half a stone less. He has been dieting since operation.
Comment.-It is interesting to consider the maximum weight of fat which can be removed at one operation. I (P. C.) have never removed more than about a stone at one operation. I have sometimes removed as much as this both from the abdomen or from both breasts. It is mainly the relief of the-mechanical impediment (including the intertrigo and other disadvantages) and of the unsightliness that is effected by surgery, but the weight loss can be generally beneficial, especially in relieving dyspncea after radical breast reductions.
When operations for obesity are confined to the five indications listed here recurrence, in our experience, has not occurred-without gross over-eating. This is probably because it is not merely fat which is removed, but adipose tissue, the store room for fat. Without the scaffolding fat can no longer be stored in that situation, though it may still increase in other places. The fact that the patient continues to lose weight on a normal diet may be attributed to the increase in the output of energy which the operation has made possible. Before this test could be used certain fundamentals were checked. A patient suffering from an advanced and ulcerating breast carcinoma was given an intravenous injection of radioactive phosphorus, and surface beta ray counting was done. High readings were obtained in the active malignant section, medium readings in the section with moderate quantity of cancer cells, and low readings where there was no malignancy. The above was confirmed by histological section underneath the counted area, and by autoradiographs. This showed that the phosphorus was concentrated in the malignant section.
Two elderly patients with malignant melanoma of the thumb were given 50 microcuries intravenously before treatment and a dose of X-rays (1,000 r) was repeated to a total dose of 5,000 to 7,000 r in 5 to 10 weeks. During this time, the repeated tests for the uptake of phosphorus in the tumour showed a decline, and the dose was stopped when the uptake showed no abnormal elevation. These cases have been well for over two years.
Another successful case was mentioned with a malignant melanoma of the neck, with a large gland in the upper cervical region. The skin and gland were enclosed in a uniform field of irradiation and the skin uptake was used as an index of the treatment of the gland. Mention was made of the value of this in the differential diagnosis of difficult brown stains and hzematoma and proof was offered that a low reading meant no malignancy. It was emphasized that the clinical range for the measurement of the beta rays of phosphorus from a tumour was approximately 5 mm.
